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nique: A METAL MATRIX FOR SILICATE 
RESTORATION. ® 


JEROME M. SCHWEITZER, D.D.S. should 
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Olson offers an interesting drape and 
restraining device for exodontia in making 
his initial appearance in these pages. 


E. ROLLIN STEALY, D.D.S. (State Uni- 
versity of lowa, 1907) has a general dental 
practice. Doctor Stealy has previously 
written for this magazine: PALATINE 
MARGINS FOR DENTURES (August, 
1938). His present article in this issue on 
REBASING MAXILLARY DENTURES will 
be concluded next month. It may be well 
to point out that many of the illustrations 
accompanying this article represent the 
set-ups found by Doctor Stealy in the 
dentures requiring rebasing, and were not 
originally constructed by him. Dentists 
are frequently faced with such problems, 
created by others, and will welcome 
Doctor Stealy’s suggestions for correction. 


BEN DENT, D.D.S. (University of Ten- 
nessee, 1932) has written for us on two 
tons occasions: In October and 

ecember, 1938—the first article was on 
SILICATE RESTORATIONS OF INCISAL 
ANGLES, his second on TREATMENT OF 
CLASS IV CAVITIES: PIN-LOCK INLAY 
AND SILICATE RESTORATIONS. Doctor 
Dent’s present article is a timely sum- 
ming-up of the present status of sul- 
fanilamide in the treatment of oral lesions. 


J. HOLDEN BECKWITH, D.D.S. occupies 
the CLINICAL DIGEST department this 
month. His suggestion for reproducing full- 
mouth roentgenographic negatives on a 
single photographic film should be found 
serviceable, particularly for mailing rec- 
ords to consulting physicians or dentists 
and for duplicate filing. 
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A Metal Matrix for Silicate Restoration 






GODFREY SCHROEDER, D.D.S., Evanston, Illinois 


METAL IS THE restoration of choice in 
the posterior teeth. On occasion, how- 
ever, silicate restorations are neces- 
sary to meet the demands of esthetics 
or economy. In such cases a metal 
matrix is indicated. The one described 
here is made of two parts: one cov- 
ering the body of the tooth, the other 
the occlusal and cusp portions. 

With the use of a metal matrix in 
most cases adequate separation is 
accomplished. When it is not, me- 
chanical separation of the operator’s 
choice may be used. The matrix pro- 
vides a cavity which is proof against 
the invasion of saliva. The matrix be- 
ing fixed and firm about the tooth 
provides a box within which the ce- 
ment can set in an undisturbed en- 
vironment. With the use of pressure 
a greater adaptability to cavity walls 
is accomplished as well as the elimi- 
nation of air bubbles which may have 
been incorporated in the cement dur- 
ing the mixing. 

Inasmuch as the silicate cements 
have indentation hardness greater 


than dentine, they (the silicates) are 
indicated for bicuspids where the 
esthetics is of major importance. 

A copper band tempered to hard- 
ness is processed with a metal lac- 
quer. The first step consists of dip- 
ping the band in a cleaning solution 
containing zylol and acetates. The 
matrix is allowed to dry before it is 
again dipped into the lacquer; the 
principal ingredients of the lacquer 
are cellulose nitrate and synthetic 
resins. When dry, the matrix has a 
film covering similar to cellophane 
of .004 of an inch in thickness. 

The occlusal or second part of the 
matrix contains black compound cov- 
ered with a thin layer of cocobutter. 

The completed restoration seldom 
requires either grinding or polishing. 

The metal matrix removes the 
human element (such as a movement 
of fingers holding a celluloid strip), 
thereby permitting this heterogene- 
ous mass to set undisturbed. 

The copper or steel matrix coating 
is a liquid which when allowed to dry 


imparts a smooth and flexible coating 
to the surface of the matrix. 

The coating itself is a solidified film 
composed of cellulose nitrate and a 
synthetic resin of the maleic anhy- 
dride type. This flexible film will re- 
main permanent because of the na- 
ture of the combination of these two 
ingredients which have been joined 
together to make them homogeneous 
by a plasticizer, dibutyl phthalate. 

The solvents for this film are com- 
posed of two distinct varieties: Those 
known as ester solvents for the cellu- 
lose nitrate, a combination of amyl 
acetate, butyl acetate, ethyl acetate, 
butyl alcohol, and ethyl alcohol; and 
coal tar hydrocarbons which are sol- 
vents for the resin, a combination of 
zylol and toluol. 

The thinner for the liquid is a 
combination of the solvents, so that 
in reducing the liquid with the thin- 
ner, all the desirable qualities of the 
film are preserved. 

The thinner should be used also as 
a cleaning solution. 

















of the band by pressing a 
side of the band so as to 





Fig. 1—Force lacquered copper band over tooth and indi- 
cate the buccal with two crosses. Mark the height or length 
ointed instrument from the in- 
eave elevations on the outside. 


NOTE CROSSES 
MARKED ON 


BUCCAL 








Fig. 2—Remove the matrix. The elevations are connected 
with a separating disk, care being exercised not to pene- 
trate the matrix; the complete severance is accomplished 
with a thin sharp knife or a razor blade. 









MARKED WITH 
DISK 
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Fig. 7 


Fig. 3—The gingival part of the matrix is contoured and 
replaced. With a special set of pliers, the beaks having been 
set as far batewerhaals as the adjoining teeth will permit, the 
metal is drawn tightly about the tooth at the gingival. In 
drawing the matrix tightly about the neck of the tooth the 
metal is stretched, causing a rearrangement of the mole- 
cules and thus accomplishing a remarkable rigidity which 
is highly desirable. 

Fig. 4—Correct matrix if mechanical separation was used. 
Fig. 5—The occlusal matrix is now adjusted and the metal 











Fig. 8 


snugly drawn over the remaining portion of the tooth. The 
occlusal matrix is removed after adjustment. 

Fig. 6—A soft non-flaking wax is inserted in the cavity and 
carved to form. 7 

Fig. 7—The occlusal matrix is filled with compound, heat- 
ed, and an impression is taken. After chilling, remove. 

Fig. 8—The wax is now removed from the cavity, the sili- 
cate cement is mixed and placed in the cavity, and the oc- 
clusal matrix which is covered with a thin film of cocobut- 
ter is seated and held in position under pressure. 
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Preparing and Restoring a Mouth 


JEROME M. SCHWEITZER, D.D.S., New York 


A WOMAN, AGED 45, presented the fol- 
lowing oral condition on examina- 
tion: In the maxilla, there were pres- 
ent the right first molar and the left 
cuspid, first and second bicuspids, and 
third molar. The mandible presented 
on the right side, the third molar, the 
first bicuspid, the cuspid and central, 
and on the left, the central, the lat- 
eral, the cuspid, first and second bi- 
cuspids, and the third molar. An 
upper horseshoe steel partial restora- 
tion, which had been made with ap- 
parently no regard to occlusion was 
in position (Fig. 1). Neither the miss- 
ing lower teeth nor the upper pos- 
terior left molars had ever been re- 
placed. 

With the teeth in a closed position, 
the right side of the mouth presented 


Ss cmttaiial 


_ 








Fig. 1—The case at beginning of recon- 
struction. Old upper partial denture is in 
position. Note how upper right teeth en- 
croach on lower gums. 


Fig. 2—Similar to Fig. 1, but here partial 
denture has been removed. Note excessive 
amount of bone. 


Fig. 3—View of right side of study models 
of case show impossibility of any restoration 
in present condition. Note extreme inter- 
locking of upper and lower posterior molars. 


Fig. 4—Lower alveolar ridge has been cut 
back to provide more room. Sutures are in 
position. 


Fig. 5—Upper alveolar ridge on right side 
has been operated on to reduce undercut 
and to provide more room. Tremendous 
undercut of tuberosity has been removed. 
Sutures are in position. 


Fig. 6—Later more bone had to be removed 
on right side. Wound was packed to cicatrize 
Mm an open position, so that muscular at- 
tachment would not be on ridge where it 
would otherwise be. 


Fig. 7—Upper left molar was extracted and 
large undercut in tuberosity was removed. 
Sutures are in position. 


Fig. 8—Frenum extends almost to middle of 


upper alveolar ridge. This was removed as 
shown in Fig. 9. 


Fig. 9—This shows frenum removed and 
tissue healed. 


Fig. 10—Lower restoration was started. 


hree inlays in ennes Lug seats cut par- 
_ each to each. Cast lugs can be seen in 
oreground. Note deep rests in lug seats. 


Fig. i i—Lower case just before waxing. This 
shows method of indexing teeth. 


Fig. 12—Lower case cast with lugs added 
1d wires soldered to it just before bending 

wires and completing lower case. 

Fig. 


‘3—Lower case completed and on 
mode! 


a marked over-development and over- 
growth of the alveolar bone. The ex- 
cessive bony structure in the upper 
anterior region would make it difficult 
to place porcelain teeth back far 
enough to fulfill the esthetic require- 
ments (Fig. 2). This remarkable 
thickness of the mandible on the right 
side coupled with the excessive bony 
structure in both the mandible and 
the maxilla might indicate that some 
systemic involvement was one of the 
indirect causes of this condition. In 
addition to this over-growth of bone 
the angle of the mandible had become 
more obtuse as a result of muscular 
pull, thus aggravating the condition. 
In the maxilla the alveolar process 
from the median line as far back as 
the right tuberosity presented a se- 
vere buccal undercut. The upper right 
second molar touched the lower crest 
of the ridge and the lower right third 
molar touched the upper alveolar 
ridge. The roentgenograms indicated 
a periodontal infection of the upper 
right first molar. 

The left side was in better condi- 
tion, probably because the upper and 
lower left third molars contacted each 
other, thus preventing a closure on 
that side. The left upper cuspid and 
first and second bicuspids contacted 
the lower bicuspids, which also 
helped to hold the bite on that side 
(Fig. 3). The roentgenograms indi- 
cated a periapical infection of the 
lower left cuspid. 


Plan of Treatment 

The treatment was planned as fol- 
lows: to grind the lower anterior teeth 
to a better occlusal plane, so that 
they would receive less trauma; to 
remove enough of the upper and lower 
right alveolar bone to allow for the 
insertion of porcelain teeth; to elim- 
inate undercuts wherever they pre- 
sented themselves; and to construct 
a lower gold platinum clasp remov- 
able restoration and an upper imme- 
diate denture, opening the bite 2 mm. 
or 3 mm. to aid in the establishment 
of the normal occlusion. 


Treatment 
The upper right first molar which 


had presented an acute infection, and 
the lower left cuspid were extracted. 
Contrary to the original plan, the 
lower anterior teeth which carried 
the entire force of the bite were not 
ground down at this time. If these 
teeth had been relieved, the weight 
of the bite would have been trans- 
ferred tothe lower left firstand second 
bicuspids. As this might have weak- 
ened these two teeth, the grinding of 
the lower anterior occlusal plane was 
delayed. The lower right third molar 
was then extracted, and the excessive 
alveolar bone in that area was re- 
moved (Fig. 4). The next step was to 
remove as much of the alveolar bone 
from the upper right side as was con- 
sidered necessary in order to obtain 
room for the insertion of porcelain 
teeth (Fig. 5). 

Because the frenum in the front 
portion of the maxilla extended al- 
most to the crest of the ridge, it was 
cut back and sutured to allow for the 
labial portion of the restoration (Figs. 
8 and 9). The extraction of the upper 
left third molar and the removal of 
the deeply undercut left tuberosity 
completed the surgery (Fig. 7). 

As lower Gillette clasps were going 
to be used, the lower right first bicus- 
pid and left third molar and second 
bicuspid were prepared for indirect 
gold inlays containing recesses for the 
lugs. These three teeth were prepared 
together, so that the inlays could be 
constructed on the one model and 
thus the lug seats could be paralleled 
to one another (Fig. 10). These in- 
direct inlays were set in their respec- 
tive teeth, and a plaster impression 
was taken of the lower. After this, a 
wax bite was taken. 

When this wax bite was taken 
against the three remaining teeth, it 
was noticed that still more bone had 
to be cut back on the right side, par- 
ticularly in the upper bicuspid area, 
to provide sufficient room for the up- 
per and lower artificial teeth. Be- 
cause of the previous cutting back of 
the bone in this region, the muscle at- 
tachment in the bicuspid area was 
low; therefore, when the bone was cut 
back still farther, the lips of the 
wound were not sutured, but were 
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kept open by iodoform gauze, so that 
the muscle was in a relaxed position. 
This permitted the wound to fill in 
from below with granulated tissue 
(Fig. 6). Another way of providing 
room for the upper and lower teeth 
would have been to open the bite con- 
siderably, but it was thought advis- 
able to open it only to a limited ex- 
tent; otherwise, it might be greater 
than the original vertical distance, 
and the muscles, in trying to get back 
to their original position, might 
traumatize the teeth and the ridge 
areas. 

The lower lingual bar was then 
completed (Figs. 11, 12, and 13). The 
three inlays were cemented on their 
respective teeth and the lower lin- 
gual bar was inserted in the mouth 
(Fig. 14). Although the old upper 
partial denture was adjusted to co- 
ordinate with the new lower lingual 








Fig. 14—Lower case in mouth just prior to 
starting upper immediate denture. 


Fig. 15—-Old upper partial denture is being 
used as a transitional bridge, having been 
round as much as possible to fit the lower. 
ote how out of balance this restoration is. 


Fig. 16—Upper sectional modeling com- 
pound impression which was  muscle- 
trimmed; plasto-gum wash just before 
pouring it. 


Fig. 17—Models mounted on articulating 
machine and teeth set up; note how much 
the vertical dimension is being increased. 


Fig. 18—Teeth tried in mouth. Note here, 
also, how much the vertical dimension has 


been increased. 


Fig. 19—By means of protrusive bite wax, 
condyle paths are adjusted on articulator. 


Fig. 20—Plaster teeth cut off upper model, 
and upper set-up completed. 


Fig. 21—View showing right side of com- 
pleted case. 


Fig. 22—Anterior view of completed case. 
Note staining and restorations inserted to 
give case a more natural appearance. 


Fig. 23—View showing left side of com- 
pleted case. 


Fig. 24—Completed upper case prior to ex- 
traction of remaining upper south. 


Fig. 25—Remaining upper teeth have been 
extracied and bone trimmed. Note that in 
suturing gums, lips of wound were not 
drawn together, but were permitted to fill in. 
Fig. 2+ —-This shows gums a week after ex- 
traction. Healing is progressing nicely. 








mouth. 


in mouth. 


mouth. 








Fig. 27—Left side of face showing completed denture in position in 
Fig. 28—A front view of face showing completed denture in position 


Fig. 29—Right side of face showing completed denture in position in 














bar, it was still a misfit (Fig. 15); 
however, as the patient did not want 
to be without her upper anterior 
teeth, she tolerated this awkward 
bridge. 


Construction of Upper 

Immediate Denture 

The upper immediate denture was 
constructed next. A modeling com- 
pound impression. was taken of the 
upper jaw, and the section around 
the three remaining teeth was cut 
away to allow for a window. The im- 


pression was muscle-trimmed and 
postdammed, and the hard area was 
relieved by scraping. A plasto-gum 
wash completed this upper impression 
(Fig. 16). When the impression was 
poured in stone, two separate bite 
blocks were prepared, one to be used 
for the face-bow transfer, and the 
other to be used in taking the bite. 
The upper model was mounted on the 
Hanau model H articulator by means 
of the face-bow. Then with the lower 
lingual bar in position on the lower 
(Continued on page 129) 
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New Drapes and Restraining Devices 


BERTO A. OLSON, 


THE NEED HAS LONG been felt for mod- 
ernization and improvement in the 
design and serviceability of the drapes 
and restraining devices commonly 
used by the exodontist and oral sur- 
geon. With analgesis now in frequent 
practice in cavity preparation like- 
wise, the need has become more im- 
perative than ever for improved re- 
strainers generally adaptable to ef- 
fective prevention of body movement. 


Out-Moded Rubber Aprons 
_In the past the old-fashioned rub- 
ber apron was used to protect the pa- 
tient’s clothing. If the operator wished 
to keep his own clothes clean, he also 
used an apron. These rubber aprons 
go back to the days of surgery before 
Lister when no thought was taken of 
sterility or asepsis. These aprons are 
impossible to sterilize. They are used 
on one patient after the other, at best 
being only sponged off with a damp 
cloth possibly dipped in some antisep- 
tic solution, which provides merely 
an illusion of cleanliness. They were 
certainly not sterile in any sense of 
the word. They were hot and uncom- 
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Fig. 2—Patient wearing restraining devices. 
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Fig. 1—A, upper restraining jacket; B, middle restraining jacket, to be attached to chair; 
lower section, C, ankle strap and D, extra canvas strap. 


fortable for the wearer, and expen- 
sive for the operator. 

At the July, 1939 meeting of the 
American Dental Association in Mil- 
waukee, a new collection of drapes 
and restraining devices officially ap- 
peared for the first time. The credit 
is largely due my anesthetist, Sophie 
Jevne, R.N. of Hollywood, California, 
who made the basic designs for a col- 
lection of drapes and restraining de- 
vices. The appliances embody many 
fine points that should arouse imme- 
diate favor in the profession. 





Fig. 4—A, white canvas covering for patient is 114 yards long and 1 yard wide; B, triangle 
headpiece; C, headpiece and sheet sterilized and wrapped in towel. 








As is well known, one of the most 
difficult phases in a nitrous oxide oxy- 
gen anesthesia is the excitement 
period. The patient goes through this 
stage of anesthesia at the beginning 
and at the conclusion of the opera- 


Fig. 5 (top)—Patient covered and ready 
for anesthetic. 


Fig. 6—Canvas apron used to cover surgeon 
while opp ay be used with strings 
attached or snaps and rings to be detached 


tion. When the surgeon’s or his as- 
sistant’s time is occupied at these in- 
tervals with the necessity of restrain- 
ing the patient, often the surgery is 
seriously interfered with; however, 
with these new restraining appli- 
ances, no difficulty will be had with 
patients so far as movement of 
shoulders, arms, body, or legs are con- 
cerned. 

These restraining appliances com- 
prise three sections: the upper jacket, 
for the arms and back; the middle 
section, for the hips and hands; and 
the lower section, for the ankles and 
feet. 

Strength, serviceability, low-cost, 
laundering, ease of application, and 
rapidity with which the patient may 
be secured or released are points well 
considered in the design of these ap- 
pliances. 

In practice the restraining pieces 
are placed in and around the operat- 
ing chair before the patient is seated. 
The pieces have the appearance to 














for laundering. 








the patient of mere chair drapings— 
all buckles and fasteners, which, in- 
cidentally are removable, being con- 
cealed within the folds of the drapes. 
Fastenings can be adjusted quickly 
around the patient after the first few 
inhalations of the nitrous oxide oxy- 
gen have been administered, thereby 
securing the patient firmly within and 
to the operating chair. Release of the 
patient is readily effected, and the 
whole procedure may be conducted 
without the patient’s knowledge. 
Adjuncts to the unit of restraining 


devices are aprons and covering sheets 


made of ordinary washable white 
canvas supplied with detachable fas- 
teners. The complete unit, including 
these adjuncts, can be made for a 
comparatively few dollars. 


6331 Hollywood Boulevard. 


PREPARING AND RESTORING A MOUTH 


model, the lower model was articula- 
ted to the upper by means of the up- 
per bite wax which had been taken 
previously with the lower bridge in 
position in the mouth. The bite was 
opened about 3 mm. and the upper 
teeth were set to this new bite height 
(Fig. 17) and were tried in the mouth 
(Fig.18).By means of a protrusive bite 
of pink wax, the condyle paths were 
adjusted and from these, the lateral 
paths were computed by formula. The 
right horizontal condylar path regis- 
tered 29°, the left horizontal condylar 


(Continued from page 127) 


27°, the right lateral path 16°, and 
the left lateral 15° (Fig. 19). 

The three remaining plaster teeth 
were removed from the upper model 
(Fig. 20) and the three porcelain 
teeth were added, thus completing the 
upper set-up. The entire set-up was 
further adjusted for right and left 
and protrusive excursions of the man- 
dible. The six anterior upper teeth 
which had platinum pins, so that they 
would not fracture during the baking 
process, were stained to make the case 
look as natural as possible. The den- 


ture was finished in a hydrocolloid 
material (Figs. 21, 22, and 23) and 
then remounted on the articulator to 
make sure that no change had taken 
place. The three remaining upper 
teeth were extracted, and the buccal 
plate of bone was trimmed back to 
correspond to what had been done on 
the model (Figs. 25 and 26). The den- 
ture was inserted immediately; pho- 
tographs were taken, and except for 
postoperative treatment, the case was 
completed (Figs. 27, 28 and 29). 
730 Fifth. Avenue. 
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Rebasing Maxillary Dentures 


(First of Two Installments) 


E. ROLLIN STEALY, D.D.S., Shenandoah, lowa 


THE REBASING OF Maxillary dentures 
presents problems with which every 
dentist is familiar. There are two 
types of dentures that require re- 
basing: The first type represents den- 
tures in which although the suction 
is satisfactory, the dentures are fail- 
ures because of (1) an over-raising of 
the bite; (2) an undue lowering of 
the bite; or (3) faulty articulation 
due to (a) lateral or protrusive shift- 
ing of the bite, (b) too much over- 
bite or overjet, or (c) being off-cen- 
ter of the median line. The faulty 
articulation cases will be more com- 


Fig. 1—Maxillary denture, a, with palatine border, c, extended with 
molding clay, b, for extension and reenforcement. 


plicated if the vertical dimension be- 
tween the jaws is incorrect or un- 
satisfactory to the patient. The sec- 
ond type of dentures requiring re- 
basing are those in which the suction 
is unsatisfactory as a result of shrink- 
age, defective impressions, or errors 
in processing. Immediate restoration, 
with all of its advantages, likewise 
presents problems. 

Ill-fitting dentures resulting from 
shrinkage of tissue or warpage of ma- 
terial make rebasing more difficult, 
because of complications arising from 
one or more of type defects. 


In cases of type 1 it is not necessary 
to take new impressions when the 
suction is satisfactory; however, it is 
often advisable. This is especially true 
if there is any question in the mind 
of the patient or of the dentist re- 
garding the outcome. 


Dentures of Type 2 


Dentures in which the suction is 
defective will be considered first. The 
usual technique is to remove a part 
of the anatomic surface of the den- 
ture contacting the hard palate and 





Fig. 5—Maxillary cast, g, made from a denture extended with clay 
(Fig. 1); j, depression made by the beaded line of the denture; m, 





Fig. 2—Maxillary denture, a, extended with molding clay, b, the 
distal surface of the clay, d, being perpendicular to the surface 
upon which it rests. 

Fig. 3—Maxillary denture, a, extended with molding clay, b, boxed 
ready for pouring in a device designed by the author. 

Fig. 4—Maxillary denture with distal border extended, boxed with 
a strip of carding wax, e, and sealed to a metal plate, f. 
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the surface of the cast distal to the beaded line depression, j. 


Fig. 6—Cast, g, shown in Fig. 5, with a notched metal strip, bh, 
adapted to the median line of the cast, with the notched end, i, 
astride the frenum elevation; j, the beaded line depression of the 
denture; k-k, a dotted line passing through the palatomaxillary de- 
pressions, or pits; e, the distal margin of the hard palate. 


the ridge, then place a paste or a wax 
in it, take an impression, and flask 
and process in a standard technique 
for the particular material to be re- 
placed. This method is short, simple, 
and in many instances, reasonably 
satisfactory, especially when the ver- 
tical dimension is approved by the 
patient. Frequently, however, when 
the case is finished, there is too great 
a protrusion of the anterior teeth. 

It is with complicated cases of type 
1 that this article is particularly con- 
cerned. 


Preparing Suctionless Denture 
for Impression Tray When 
Palatine Extension is 
Satisfactory 


1. Place the maxillary denture (a) 
upon a flat surface; then attach 
molding clay (b) to its palatal border 
(c), shaping the upper surface of the 
clay with the fingers or with an in- 


strument until it conforms in shape 
to the anatomic surface of the den- 
ture (Fig. 1); also trim or mold the 
distal surface (d) of the clay until it 
is perpendicular to the surface upon 
which it rests (Fig. 2) ; the clay should 
extend at least 8 mm. beyond the 
palatine border of the denture for 
reenforcement and lengthening of the 
cast. 

2. Box and pour the denture (a) as 
extended. A boxing appliance may be 
used (Fig. 3) or a strip of metal or 
carding wax (e), wrapped about the 
denture. If a metal strip or carding 
wax is used, as soon as the denture is 
boxed satisfactorily, seal the metal 
strip or carding wax to a flat sheet of 
metal (Fig. 4, f), with bee’s wax for 


, Stability during the vibrating of the 


case while the cast material is being 
poured. 

3. Do not take it for granted that 
the palatine extension of the old den- 


ture will prove satisfactory. From the 
cast (Fig. 5, g) , secured from the clay- 
extended denture (Fig. 1, a) prove it 
to be correct, or to the contrary. Take 
a strip of 19 or 20 gauge vacuum 
chamber metal (h), 4 inches long by 
three eighths of an inch in width, 
notch one end, then place it upon the 
median line of the cast (Fig. 6, g) 
with the notched end (i) astride the 
frenum elevation of the lip. Adapt 
the metal to the cast; cut off its pala- 
tal end, so that it will extend at least 
5 mm. beyond the beaded border de- 
pression (j) of the denture recorded 
upon the cast (Figs. 5 and 6). A strip 
of shellac baseplate, or of a hard base- 
plate wax, is an excellent substitute. 

Remove the metal strip (h) from 
the cast (Fig. 6, g) ; place a little den- 
ture powder ‘upon it, then place it in 
the patient’s mouth, contacting the 
median line of the hard palate, with 
the notched end astride the frenum 








Fig. 7-—Maxillary denture, a, mounted upon the cast; m, the distal 


—— of the cast, extending beyond the palatine margin, j, of 
denture, a. 


Fig. 8—A maxillary denture with its palatine surface covered with 
a thin layer of compound sealed to the denture along its margin, 
(‘ie compound extending beyond the distal border of the denture. 


Vig. 9—Bird’s eye view of the compound-extended denture, a 
(Fig. 8), converted into a denture-impression tray; r, a ball of 
ra wax on intersection of the ridge and the median line; q, a 
sirip of carding wax placed across the heel of the denture, a, resting 
upon the margin of the hard palate, and the adjacent tissue of the 


soft, the distal edge of the wax being flush with denture-extended 
tray; if the ridge is composed of soft tissue, wax is placed at S, on 
the bony tissue; t, flange reenforced with compound. 


Fig. 10—Impression from the denture-tray; r and q, carding wax 
showing through the impression material. 


Fig. 11—Cast made from impression shown in Fig. 10; h, metal 
strip on median line; k-k, a dotted line passing through the pala- 
tomaxillary depressions; 1, the distal margin of hard palate; a-a 
proposed ending of rebased denture to be made. 


Fig. 12—Mandibular cast, b, with a partial restoration, a. 
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of the lip. Note the position of the 
palatomaxillary depressions or pits 
(k) in relationship to the end of the 
strip, and record this information up- 
on the strip with a sharp-pointed in- 
strument. Have the patient say “Ah” 
a number of times; note the position 
of the attachment of the flexible soft 
palate to the hard. Transfer this data 
to the metal strip with a sharp in- 
strument; then transfer the metal 
strip to the cast and record the ob- 
servations (Fig. 6, e). 

If the denture extends sufficiently 
far beyond the termination of the 


hard palate, so as to form a good mus- 


cular valve, the distal margin of the 
denture needs no extension to form 
a good impression tray. A detailed ac- 
count on locating the palatine border 
for dentures has previously been 
given.! 


Extending Palatine Border 
of Denture to Form a Good 
Impression Tray 

If the extension of the old denture 
upon the soft palate is not sufficient, 
so as.to form a good impression tray, 
proceed as follows: 

1. Begin at the beaded line (Fig. 
5, j), recorded upon the cast (g); 
bevel the cast distally to its margin, 
the bevel being from 1 mm. to 3 mm. 
in depth at its termination. 

2. After the section (m) of the cast 
adjacent to the beaded line has been 
beveled, replace the denture upon the 
cast (Fig. 7). 

3. Cover the palatine surface (n) of 
the denture with modeling compound 
to a depth of 4 mm. or 5 mm., permit- 
ting it to extend at least 6 mm. be- 
yond the palatine border of the den- 
ture (Fig. 8). 

4. Seal the margin (p) of the com- 
pound (o) to the denture with hot 
bee’s wax (Fig. 8). 

5. Chill and smooth the compound; 
then remove the denture from the 
cast and place it in the patient’s 
mouth. Note the distance that the 
denture with added compound ex- 
tends onto the soft palate. Its distal 
border should be flush with the palat- 
omaxillary depressions, or, prefera- 
bly, extend a few millimeters beyond. 
If the thickness of the marginal bor- 
der of the compound interferes with 
vision or the tongue, thin it until sat- 
isfactory. Trim and smooth the com- 
pound and make whatever adjust- 
ments are indicated. 





iStealy, E. R.: Palatine Margins for Dentures, 
DENTAL DIGEST, 44:346 (August) 1938. 
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Preparation of Anatomic 
Surface of Denture for 
Impression Tray 


1. Tack a narrow strip of carding 
wax (Fig. 9,q) across the distal bor- 
der of the denture wide enough for 
its anterior margin to rest upon the 
hard palate and its posterior to be 
flush with the palatine border of the 
denture, or with the compound ex- 
tension on the denture. 

2. Place a small ball of carding wax 
(Fig. 9, r) in the denture, on the in- 
cisal ridge, upon the median line. 

3. Soften the carding wax (Fig. 9, 
q and r) with dry heat; then place 
the denture in the patient’s mouth 
and have him close in centric occlu- 
sion under pressure. If the centric 
closure is correct, the denture will be 
more or less stable, and spaced from 
the anatomic surface of the patient’s 
mouth, except where the carding wax 
contacts the median line of the ridge, 
the distal border of the hard palate, 
and the adjacent flexible palatine 
tissue. 

4. Remove the denture from the 
mouth; examine the depth and the 
extension of the carding wax (Fig. 9, 
q and r). The carding wax should be 
at least 3 mm. in thickness; it should 
also firmly contact the adjacent tis- 
sues. If there is not a balanced sta- 
bility with the mouth closed in cen- 
tric occlusion, and if the depth of the 
wax is deficient, add wax, until the 
desired results are obtained. The wax 
on the palatine area must extend to 
the distal border of the denture or of 
the palatine-extended denture. The 
denture must also be stable when the 
mouth is closed in centric occlusion. 

5. If the patient has a roll of soft 
tissue in the incisal ridge area, re- 
move it surgically if time permits and 


- the patient consents; otherwise place 


the ball of carding wax farther back 
upon the median line until it rests 
upon hard bony tissue (Fig. 9, s). 

6. After the balanced bite in cen- 
tric occlusion has been obtained, the 
entire anatomic portion of the den- 
ture should be spaced at least 4 mm. 
or 5 mm. from the adjacent tissue ex- 
cept in the carding-waxed areas seen 
in Fig. 9, q and r. This will prevent 
displacement of movable tissue when 
the impression is taken. The carding- 
waxed areas, however, should firmly 
contact the tissues. Remove the ex- 
cess wax, permitting only a sufficient 
width of material to remain to meet 
the stress demands without displace- 


ment when the impression is taken 
under pressure with the mouth closed 
in centric occlusion. 

7. If the labial and buccal flanves 
are too thin to give good shape -nd 
contour to the peripheral border of 
the impression material, with a ‘ot 
instrument, tack a small flattened 
roll of compound (Fig. 9, t) to the 
labial and buccal surfaces, smoothing 
the marginal border so that it wil) be 
flush with the peripheral edge of the 
flange. If the dentist prefers, he may 
permit the compound to extend a few 
millimeters beyond the marginal bor- 
der; then muscle-trim. If the flange 
of the denture is low, this should be 
done. Through the peripheral reen- 
forcement of the labial and buccal 
surfaces of the flange, a better mar- 
ginal border of the denture will be 
provided for the overflow of the im- 
pression material. 


Maxillary Impression Using 

Denture as Tray 

1. The denture has, by this time, 
been prepared as a tray (Figs. 8 and 
9), that is properly spaced away from 
the adjacent anatomic tissue except 
where the carding wax contacts the 
incisal ridge and the marginal bor- 
ders of the hard and soft palates. The 
flange has been reenforced, buccally 
and labially. Now place a denture 
paste or a plaster wash in the den- 
ture-tray; insert it in the patient’s 
mouth; partly press it to position with 
the fingers, then have the patient 
finish closing in centric occlusion. 
Hold under pressure; muscle-trim 
when the material has the proper con- 
sistency. 

2. After the material has set, have 
the patient hold cold water in his 
closed mouth and force the water 
with air under the peripheral border 
of the impression, which will loosen 
without injury to its margins. 

3. Examine the impression (Fig. 
10) carefully; if any spots besides the 
carding wax, q and r, are visible or 
defective, make such corrections as 
are indicated. If a little of the den- 
ture material is exposed, it indicates 
that undue pressure has been brought 
upon the tissues. The relief desired 
may be obtained by placing a layer or 
two of .003 foil upon the cast on the 
areas of undue pressure before pro- 
cessing the denture. If there has been 
a displacement of the soft ridge areas, 
make allowance for relief by trim- 
ming the impression, or foiling the 
cast as suggested. 








Fig. 13—Mandibular denture, a, boxed with carding wax, b, sealed 
to a metal plate, c, the lingual area being filled with molding clay, 
u. 


Fig. 14—A maxillary cast, g, covered with tinfoil, v, the margin, 
w, of foil resting upon art section, x, of the cast. 


Fig. 15—Wax, y on palatal surface of foil matrix, v, extending to 
to predetermined margin, a-a, of new rebased den- 


the ridge, z, an 
ture; f, foil (v) extending beyond wax, y. 


Boxing and Pouring 

Denture-Impression 

Extend the heel of the impression 
with molding clay (Fig. 1); then box 
and pour, using a stone or a specially 
prepared model plaster. (The tech- 
nique for boxing and pouring is the 
Same as that for a denture, Figs. 1, 
3 or 4.) 

Remove the maxillary cast from the 
impression. The cast (Fig. 11) should 
contain the palatomaxillary depres- 
sions or pits (k-k, a dotted line in Fig. 
11, passes through them.) 


Locating Palatine Border 

of Denture 

Adapt a notched narrow strip of 
chamber metal (Fig. 11, h) or of hard 
baseplate wax, to the cast, cutting off 
one end so that it will be flush with 
the palatomaxillary depressions, k-k 
in Fig. 11. Remove the metal or wax 
Strip; then place it in the patient’s 
mouth; have him say “Ah” a number 





Fig. 16—W axed foil matrix removed from the cast g, Figs. 14 and 
15; foil, extending beyond wax being cut off; z, section of foil that 


rested upon the ridge in Fig. 15; w, foil that rested upon the art 


of times; mark the juncture of the 
hard and soft palate upon the metal 
strip, then transfer the record to the 
cast (Fig. 11). 

The detailed technique for locating 
the palatine margins for dentures has 
previously been referred to as having 
already appeared in this publication. 

The technique thus far described is 
primarily concerned with securing a 
good cast from a suctionless denture, 
the denture as prepared being used as 
a tray. The technique described is 
especially recommended for impres- 
sion-taking for new dentures, as well 
as for rebasing. It eliminates the snap, 
or preparatory impression which is to 
be recommended for nervous and 
otherwise indisposed patients. 

If the suction of the old denture is 
acceptable to the patient and to the 
dentist a new impression is not neces- 
sary. Extend the palatine border 
(Figs. 1 and 2); then box and pour 
(Figs. 3 or 4). 


section, x, seen in Fig. 14. 

Fig. 17—Makxillary cast, g; a, maxillary denture; A, a folded sheet 
of base-plate wax, resting upon the occlusal plane of the teeth. 

Fig. 18—Occlusal wax plate, A, adapted to denture; B, flange of 
occlusal wax plate, A, 
tine border of wax, sea 


rojecting beyond teeth; C, notch on pala- 
led to denture. 


Uniform Rebasing Techniques 

From this point on, the technique 
for rebasing type 1 and type 2 den- 
tures is virtually the same. There is 
only an occasional variation which 
will be fully described. 


Mandibular Impression 

and Cast 

After a good cast has been obtained 
from a suctionless denture or a den- 
ture having acceptable suction, take 
a compound mandibular impression; 
box and pour with artificial stone. If 
the patient has a partial restoration, 
let it remain in the impression while 
pouring. Wax the clasps and under- 
cuts so that the partial restoration 
may be easily removed from the cast. 
Fig. 12 illustrates a mandibular cast 
with a partial restoration in position. 

If the patient has a mandibular 
denture, make an occlusal cast or an 
anatomic ridge cast from the den- 
ture—the latter is preferable. Box the 
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Fig. 19—A, Occlusal wax plate on denture with projecting flange, 
B, partly adapted to labial and buccal surfaces of teeth. 

Fig. 20—-Maxillary denture with adapted occlusal wax plate 
(A), now matrix, D, extending high gingivally upon teeth. 


rig. 21—D, Occlusal matrix with its palatine section removed; a, 
palatal surface of denture; E, a narrow flange on D. 


Fig. 22—Occlusal matrix, D, removed from denture. 
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Fig. 23—F, Bite block; G, notch on palatine border. 

Fig. 24—-Side view of face-o-meter, H; d, vertical arm; e, chin plate. 
Fig. 25—Face-o-meter, H; view from beneath. 

Fig. 26—Side view of patient with face-o-meter, H, in position with 
upper end of its arm, d, contacting forehead at a, the maxillary 
denture to be rebased being in the mouth. 


Fig. 27—Same as Fig. 26,"with shorter arm contacting nose al a. 





denture (Figs. 3 or 4); then insert a 
molding clay lingual block (Fig. 13, 
u); that is, fill the lingual area or 
space with molding clay until its up- 
per surface is flush with the periph- 
eral border of the lingual flange. (A 
“lingual block” is any substance or 
material that may be used for filling 
the lingual space of a mandibular im- 
pression or denture before pouring 
the cast material. It may be composed 
of clay, wax, molding compound, or 
of any other suitable material.) Fig. 
13 illustrates a mandibular denture 
wrapped with a strip of carding wax, 
the strip being sealed to a flat metal 
sheet with bee’s wax, and the lingual 
block, u, inserted as described. The 
outlined technique saves time, labor 
and material in boxing and pouring 
impressions and dentures. 


Raising or Lowering Bite 

After satisfactory maxillary and 
mandibular casts have been obtained, 
if there is an excessive raising or low- 
ering of the bite requiring correction, 
proceed in the following manner: 

Foil Matrix—Make a foil matrix 
(Fig. 14, v) for the maxillary cast 
with .001 or .003 foil permitting the 
margin, w, to extend at least 8 mm. 
over the anatomy of the cast upon 
the art portion, x. 

Reenforce the palatal surface of 
the foil matrix, v, with a layer of hard 
base-plate wax (Fig. 15, y), permit- 
ting the wax to extend to, but not 
upon, the ridge, z. Do not permit the 
wax to extend beyond the predeter- 
mined palatine border (Fig. 11, a-a), 
recorded upon the cast when the cast 
has been made from a denture tray 
impression. If the cast was made from 
a denture the wax should not extend 
beyond the palatine beaded line de- 
pression (Fig. 5, j). 

Remove the foil matrix as waxed 
(Fig. 15); cut off the palatine border, 
f, of the foil, v, extending beyond the 
wax, f; then lay it aside for future 
use (Fig. 16). 

Place the maxillary denture in the 
patient’s mouth, also the partial or 
full lower denture if present; then 
instruct the patient to close in cen- 
tric occlusion several times. While 
Closing in centric occlusion, the tip 
of the tongue should contact the 
palatine border of the denture under 
light pressure. 

Occlusal Wax Plate—Soften a sheet 
of hard base-plate pink wax with dry 
heat; fold it crosswise so as to make 
a double layer of wax; then trim it 


until, although larger, it conforms in 
general shape to the occlusal plane of 
the denture. If a soft wax is used, 
place a sheet of .001 foil between the 
layers for reenforcement. Fig. 17 illus- 
trates a sheet of wax, folded with a 
sheet of foil between the layers and 
placed upon a denture ready for 
adaptation. 

Soften the folded wax or occlusal 
wax plate, A, as trimmed, with dry 
heat; then replace it upon the den- 
ture positioned upon the cast (Fig. 
17), pressing and adapting it until it 
conforms to the palatine surface of 
the denture and projects over the 
teeth at right angles to their longi- 
tudinal axis (Fig. 18, B). With a warm 
instrument, notch its palatine border, 
which should be flush with the mar- 
gin of the denture; then with a hot 
instrument or melted bee’s wax, seal 
the wax adapted to the denture to it, 
in the notch (Fig. 18, C). 

Soften the projecting flange (Fig. 
18, B) with dry heat which should not 
be so hot, however, as to cause the 
wax to stick to the teeth. Partly adapt 
the projecting flange to the exposed 
surfaces of the teeth. Fig. 19 is a bird’s 
eye view of Fig. 18 with the protrud- 
ing flange partly adapted to the buc- 
cal and labial surfaces of the teeth. 

Place the denture with the softened 
occlusal wax plate attached in the 
patient’s mouth. (Only the flange, B, 
including the wax covering the teeth, 
should be softened.) Instruct the pa- 
tient to place the tip of the tongue in 
the notch (Fig. 19, C) then close his 
mouth and hold under light pressure. 
Note the relative position of the oc- 
cluding teeth, which should also have 
been previously observed. If the clos- 
ure in centric occlusion is satisfac- 
tory, finish adapting the protruding 
flange to the buccal and the labial 
surfaces of the teeth; chill, then re- 
move the denture with the adapted 
occlusal wax plate in position. The 
adapted occlusal wax plate is held in 
position through its sealed attach- 
ment in the palatine notch (Fig. 19, 
C). After the mouth is closed in cen- 
tric occlusion, and the protruding 
flange of the occlusal wax plate (Fig. 
20, A) has been adapted to the ex- 
posed surfaces of the teeth in occlu- 
sion, this wax plate becomes an oc- 
clusal matrix (Fig. 20, D). 

If the closure in centric occlusion is 
not satisfactory owing to excessive 
shrinkage, or some other factor, then 
one of the two techniques to be de- 
scribed in the concluding installment 


of this article must be followed. 

Occlusal Matrixz—If the wax has 
been properly adapted to the exposed 
surfaces of the teeth, it will extend 
half way or more gingivally on each 
tooth (Fig. 20). 

Remove the wax extending above 
the bulge of each tooth, with a safety 
razor blade, or any sharp instrument; 
otherwise this wax will interfere with 
the removal of the occlusal matrix 
(Fig. 20, D) from the denture. 

To remove the occlusal matrix from 
the denture, with a warm instrument, 
cut around the sealed notched section 
(Fig. 19, C) of wax on its palatine sur- 
face; then remove the cut out circum- 
scribed area, permitting a narrow 
flange (Fig. 21, E) 8 mm. or 10 mm. 
wide, adjacent to the palatine sur- 
faces of the teeth to remain. The oc- 
clusal matrix may now be easily re- 
moved. 

Remove the palatine trimmed oc- 
clusal matrix (Fig. 21, D) from the 
denture and lay it aside for future 
use (Fig. 22). 

Maxillary Bite Block—Make a bite 
block (Fig. 23, F) for the maxillary 
cast, using a sheet of shellac baseplate 
and a hard pink base-plate wax. Trim 
and smooth its labial and buccal sur- 
faces; make a small notch (Fig. 23, G) 
in its palatine border; place the block 
in the patient’s mouth, checking for 
balanced occlusal contact with the 
mandibular teeth as well as for verti- 
cal dimension. The vertical dimension 
should exceed the actual require- 
ments by a minimum of 5 mm; after 
all adjustments are made, remove the 
maxillary bite block and lay it aside. 


Facial Measuring Device 


If the patient has an unwrinkled 
forehead, place the face-o-meter, H, 
illustrated in Figs. 24 and 25, upon the 
patient’s face (Fig. 26), with the 
lower end contacting the chin under 
light pressure, and the upper end 
contacting the forehead. The mouth 
should be closed in centric occlusion, 
the maxillary denture as well as the 
mandibular or partial denture being 
in position in the mouth. Draw a line, 
a, with a soft lead pencil upon the 
forehead, flush with the upper end 
of the arm, d, as shown in Fig. 26. If 
the patient has a wrinkled forehead, 
use the device with the shorter arm 
(Fig. 27), with its upper end contac- 
ting the nose; with a soft lead pencil, 
mark its upper end upon the nose 
(Fig. 27, a). 

(To Be Concluded Next Month) 
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CLINICIANS ARE frequently aware of the 
quasi-epidemic nature of some types of dental 
infection. It is not uncommon to find periods 
when one acute case of alveolar abscess after an- 
other occurs. We have been explaining the acute 
episodes of disease almost exclusively in terms 
of bacterial virulence, but by so doing we have 
escaped entirely from the Hippocratic postu- 
late that meteorologic conditions and the in- 
fluences of weather on the human body may 
have something to do with these acute expres- 
sions of dental and other diseases. 

A pathologist of the first rank, William F. 
Petersen of the University of Illinois, has done 
a challenging piece of work’ showing the rela- 
tionship between disease and the weather. 
Petersen divides people into two general phys- 
ical types, the slender and the bulky. Each 
reacts differently to environmental forces. The 
slender type is likely to become diseased early 
in youth but after he passes the stresses of 
youth, he can be expected to live a longer life 
than the bulky person. The bulky type usually 
spends an uneventful youth but suffers phys- 
ical breakdowns earlier in adult life. 

Petersen is of the opinion that those persons 
who keep their blood in motion live longer. 
The slender type, because he is likely to be 
more active, is likely to live longer. But the 
slender person has the disadvantage of having 
a greater sensitivity to external stimuli. Ac- 
cording to Petersen’s hypothesis, people who 


are subject to greater variations in weather - 


show greatef variations in character. The Euro- 
pean, for example, is more variable than the 
Asiatic. In making this observation, Petersen is 
confirming another Hippocratic postulate. With 
the changes in external temperatures there is a 
shift in the blood mass and with these changes 
in the blood supply of tissues may be expected 
not only expressions of bodily disease but ex- 
pressions of a psychologic nature. During hot 
weather, people are likely to be more expansive 
in nature, whereas with the cold, they not only 
retreat for physical shelter but are prone to go 
into psychologic hibernation and close them- 
1Petersen, W. F.: The Patient and the Weather, volume 1, part 1—The Foot- 
rint of Asclepius, second printing, Ann Arbor, Michigan, Edwards Brothers, 
“. 1938. The Relation of Clinical Symptoms to Change in the Meteorological 
Environment, Urol. & Cutan. Rev. 44, 1940, number 1. The Patient and Air 

Conditioning: A Discussion of the Physiologic Basis of Air Conditioning, J. 
Hosp. Progress, September, 1939. Berg, Max: Experimental Studies on the 
Production of Peptic Ulcers by Vasomotor Alterations ag mane Episodes ), 


Am. J. Digestive Dis. 7:78 (February) 1940. Nedzel, A. J.: Experimental En- 
docarditis, Arch. Path. 24:143 (August) 1937. 
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selves against the universe. As temperature 
falls, barometric pressure usually rises. Cold 
raises the blood pressure, lowers the oxygen in 
tissues, increases the blood sugar, and is first 
associated with a transient relative alkalosis, 
Petersen calls this the ARS phase (anoxia, re- 
duction, spasm). Then follows a relative aci- 
dosis and tissues are likely to swell, the mem- 
branes become more permeable, and because of 
the change in oxygen tension, the acid-alkali 
balance, and the calcium-potassium ratio, clini- 
cal symptoms are more apt to become evident 
or to be accentuated. 


Petersen further believes in the old Hippocrat- 
ic thesis that all disease represents a disturbance 
of the oxygen supply of the tissues. With 
great peaks and valleys of temperature and 
barometric change, people are subject to cor- 
responding fluctuations in blood pressure and 
blood reaction; for example, with the sudden 
drop in temperature and the rise in the barom- 
eter the blood pressure shoots up, and _ these 
are the times when one may expect cerebral 
hemorrhages. Frequently after these sudden 
elevations there is a sudden drop in pressure 
and a slowing down of the circulation. At such 
times we may expect thromboses to occur. This 
Petersen calls the COD phase (catabolism, 
oxidation, dilatation of the vessels. ) 


The most crucial periods of the year are 
those when the fluctuations are most severe. 
At these times the mortality rates are always 
higher in virtually all diseases; thus there are 
likewise seasonal variations in dental caries, 
Petersen thinks, and these seasonal variations 
follow the crucial periods of other diseases with 
particular accentuation in the spring when the 
relative acidosis, calcium and iodine loss, the 
trend to necrosis and tissue erosion and to 
inflammation are accentuated. 


Because our thinking has been so much 
influenced by the concepts of pathology and 
bacteriology, our minds may be somewhat 
resistant to accept the hypothesis that there 
may be a relationship between meteorologic 
forces and bodily health. It may seem to be a 
particularly far cry to associate dental disease 
with seasonal fluctuations. We cannot, how- 
ever, dismiss Petersen’s documented investiga- 
tions with indifference. The dental phases of the 
theory especially should be studied in detail. 
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Sulfanilamide—Treatment of Oral Lesions 


by Loeal Application 


BEN DENT, D.D.S., Memphis, Tennessee 


SULFANILAMIDE WHEN used locally is 
without toxic manifestations and can 
be used in many oral conditions with- 
out fear of complications. It is indi- 
cated (1) in dry sockets; (2) extrac- 
tion of teeth; (3) for prevention of 
postoperative pain following the sur- 
gical treatment of pyorrhea;! (4) to 
reduce the flow of pus in osteomyeli- 
tis of the jaws;2 (5) in the treatment 
of aphthous stomatitis; (6) for the 
prevention of postoperative pain and 
to promote healing following alveo- 
lectomy; (7) in the treatment of 
fractures; (8) in the treatment of cel- 
lulitis; (9) as a prophylactic for per- 
sons with valvular lesions of the 
heart (subacute bacterial endocardi- 
tis) who are obliged to submit to den- 
tal extractions;4 and (10) as a pro- 
phylactic measure before operation 
in all cases in which a flare-up of an 
old infection is anticipated.5 

Since its introduction in 1935, sul- 
fanilamide has proved to be a medical 
marvel. During the last two years a 
great deal has appeared in the liter- 
ature about the use of the drug but, 
strangely enough, little can be found 
concerning its use in the mouth. 

During the two and a half years 
that I have used the drug, I have 
noted phenomena in the mouth 
which agree with those noted in other 
parts of the body. Wherever the drug 
is used in local treatment, analgesia 
is produced. It provides and produces 
complete absence of pain when used 
in the treatment of dry socket. Anal- 
gesia is also produced during the local 
treatment of aphthous stomatitis. 
Relief of pain has been noticed in the 
local treatment of acute epididymi- 





Sinclair, J. A. and Barker, O. C.: Preliminary 
Report on Local Use of Sulfanilamide in 
Treatment of Oral Lesions, Am. J. Ortho. & 
Oral Surg. 24:266-271 (March) 1938. 

*Paulo, A.: Treatment of Mandibular Osteo- 
myelitis Following Extraction, Presse Med. 
number 95, November 27, 1937, page 1700. 
Raper, H. R. and Manser, J. G.: Use of Sul- 
fanilamide in Postoperative Acute Cellulitis, 
DENTAL DIGEST, 43:434 (September) 1937. 
Spink, W. W. and Crago, F. H.: Sulfanil- 
amide in Treatment of Subacute Bacterial 
Taaocarditis, Arch, Int. Med. 64:228 (August) 


Fons A J. A. and Burford, T. H.: Local Sul- 
anilamide in Compound Fractures—Effect 
on Infection and Healing; Unpublished paper 


end before Southern Medical Assn. Meeting, 
Ovemnber, 1939. 


tis,6 chancroid,? and in corneal ulcers 
even when the sensitive fibrils were 
freely exposed.® 

The implantation of sulfanilamide 
crystals in the wound is a more defi- 
nite method of controlling and pre- 
venting infection. The idea of pack- 
ing infected wounds with antiseptics 
can be traced back to Lister’s carbolic 
acid dressings.® Antiseptics have not 
been generally used in wounds be- 
cause of the realization that any 
agent that is likely to prove toxic to 
bacteria would also prove toxic to 
traumatized tissue. Sulfanilamide 
may be present throughout the body 
in concentrations sufficient to prove 
detrimental to bacteria without harm- 
ing the tissues. 

The direct implantation of sulfanil- 
amide into the wound affords an im- 
mediate high concentration of the 
drug at the site of greatest need with- 
out subjecting the patient to a gen- 
eral systemic reaction. It has been 
estimated! that a concentration of 
800 milligrams per centum can be ob- 
tained by direct implantation in the 
wound. 


Dosage 

About one-half a cubic centimeter 
is the average capacity of a molar 
socket. One grain (one fifth of a 5- 
grain tablet) of sulfanilamide, there- 
fore, would be 1,300 times the re- 
quired!! concentration (10 milligrams 
per hundred cubic centimeters) to 
inhibit bacterial growth if all the 
chemical were absorbed at once. With 
the administration of the drug by 
mouth, a concentration in the blood 
of approximately from 5 to 15 milli- 
grams per centum can be obtained; 





6Silver, B. and Elliott, M.: The Use of Sul- 
fanilamide in 1625 Cases of Gonorrhea, J. A. 
M. A. 112:723 (February 25) 1939. 

7Guerra, P. and Fuentes, A.: Chancroid— 
Treatment by Local Application of Powdered 
Sulfanilamide, Revista Medico-Farmaceutica 
Dominicana, number 6, July, 1939, page 226. 
*Brailey, J. H. and Saskin, E.: Corneal Ulcer— 
Treatment with Sulfanilamide, Arch. Oph- 
thal. 22:89 (September 2) 1939. 

Jensen, N. K.: Johnsrud, L. W., and Nelson, 
M. C.: Use of Powdered Sulfanilamide in Com- 
pound Fractures, J. Surg. 6:1 (July) 1939. 
Speed, J. S.: Discussion (Unpublished) of 
Unpublished paper by Key and Burford. See 
footnote 5. 


however, in many cases it is difficult 
to get even a concentration of 5 milli- 
grams and often complicating condi- 
tions make the administration by 
mouth too difficult. 

Speed!° says: “That the drug is 
gradually absorbed in the wound can 
be shown by the fact that blood 
serums show concentrations of from 
three to five milligrams in many cases 
where none has been given by mouth. 
It is possible that the majority of the 
drug is absorbed in the wound in 60 
to 72 hours.” 


Effect and Usage in Several 

Pathologic Conditions 

Wounds and Fractures—Key5 has 
shown that sulfanilamide is not dele- 
terious to wounds or to the healing 
of fractures. This relieves an element 
of doubt which has previously existed. 
Sinclair!1! concluded from the ex- 
periments of Bricker and Graham!2 
that “sulfanilamide has an inhibit- 
ing effect on the healing of uninfected 
incised wounds, as determined by the 
tensile strength.” This is not of clini- 
cal importance, however, to the aver- 
age practitioner. What is of im- 
portance is the practical use of the 
drug. 

Dry Sockets—Dry sockets respond 
quickly to treatment with sulfanila- 
mide. The socket is gently cleaned 
with hydrogen dioxide and then wash- 
ed with plain warm water or warm 
normal solution of sodium chloride. 
Block off the area with cotton rolls 
and gently dry the socket. One half 
of a 5-grain tablet of sulfanilamide 
is crushed and as much of it as possi- 
ble is introduced into the socket. This 
is covered with either 5 per cent iodo- 
form gauze or plain one-fourth inch 
selvage edge gauze and allowed to re- 
main for seventy-two hours. The 
gauze can be changed from time to 
time in order to keep the socket free 
from food particles. 





uSinclair, J. A.: Clinical Observations on the 
Local Use of Sulfanilamide, Bul. North Caro- 
lina Dent. Soc. 23:16-19 (January) 1940. 
12Bricker, E. M. and Graham, E. A.: Inhibitory 
Effect of Sulfanilamide, J. A. M. A. 112:2593 
(January 14) 1939. 
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Almost overnight, tissues which had 
been red and inflamed appear almost 
normal; the pain has disappeared; 
and the patient is comfortable. 

Immediately after extraction as 
much as possible of a 5-grain tablet 
is crushed and worked into the socket. 
It will not prevent dry socket when 
excessive trauma has been produced 
during extraction but it will prevent 
pain and hastens healing by control- 
ling infection.1! 

Pyorrhea—Following the surgical 
treatment of pyorrhea, powdered sul- 
fanilamide may be placed in the 
wound before the protective pack is 
applied. 

Aphthous Stomatitis — Aphthous 
stomatitis is treated simply by having 
the patient dissolve a tablet of sul- 
fanilamide on the tongue three or 
four times daily. Almost immediately 
there is relief from pain and soreness. 

Cellulitis, Osteomyelitis, Fractures, 
Alveolectomy—tin the treatment of 
cellulitis, osteomyelitis, fractures, and 
alveolectomy sulfanilamide is worked 
into the wound. The response is usu- 
ally dramatic.11 Where the drug can- 
‘not be worked into the infected area, 
“the oral administration of sulfanil- 
amide in dosages to bring the blood 
concentration up to ten or fifteen 
milligrams per centum is neces- 
Sary.”11 
At Campbell’s Clinic (Memphis), 


results have been so encouraging and 
so satisfactory that they “have taken 
liberties with compound fractures 
which they would not have dared to 
attempt with the older methods of 
treatment.”’1° 


Toxicity 

Toxic manifestations, when the 
drug is taken internally, are of vary- 
ing severity. They appear in virtually 
all cases, but tend to clear up as soon 
as treatment is stopped. A few fatali- 
ties have been reported. Minor toxic 
symptoms do not seem to call for ces- 
sation of treatment. Fatal agranulo- 
cytosis has occurred and _ severe 
hemolytic anemia requiring trans- 
fusions has appeared in a fair number 
of cases.13 

Sulfanilamide is readily and com- 
pletely absorbed by the gastro-intes- 
tinal tract of the human being and 
circulated!4 in the blood and other 
tissues, always wholly as such. Amino- 
pyrine and the salicylates, especially 
acetylsalicylic acid, when taken with 
sulfanilamide may result in severe 
poisoning. 

CAUTION: No other medication of 
any kind should be given to those re- 
ceiving sulfanilamide. Internal medi- 





13Van Slyke, et al.: Sulfanilamide in Gonor- 
rhea; Venereal Diseases Information, U. S. P. 
H. S., December, 1937. 

14Roth, G. B.: Sulfanilamide Facts, Med. Ann. 
District Columbia, June, 1938. 
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cation of sulfanilamide should be 
prescribed by the physician ex- 
clusively. 

Among the most common of the 
toxic symptoms are cyanosis, nausea, 
vomiting, and fever.15 

Long and his associates!* assert 
that cyanosis is fairly frequent, and 
that the patient should be warned of 
its possible occurrence. Cyanosis is 
not considered as an indication to 
discontinue the drug. Other toxic 
symptoms are collapse, jaundice, 
leukopenia, tachycardia, tinnitus, 
dizziness, and inability to concen- 
trate. Because of the two last-men- 
tioned symptoms, ambulatory pa- 
tients whose duties require them to 
have a clear mind should not be given 
the drug unless they are removed 
from those duties. 

The local use of sulfanilamide fol- 
lowing extractions and operations in 
infected fields has shown no tovic ef- 
fect even in a single case. 


Comment 

With this drug we have an agent 
that will permit us to attack many 
oral conditions in a positive, aggres- 
sive, and definite manner. 

741 Madison Avenue. 


bLong, P. H., et al.: Sulfanilamide (Pronty- 
lin), Clin. Med. & Surg. 44:352 (August) 1937. 
1i6Long, P. H.: Dosage of Sulfanilamide (Pron- 
tylin, Southern Med. J. May, 1937. 


Reproducing Full-Mouth Roentégenographic Negatives 


J. HOLDEN BECKWITH, D.DS. of Miami, 
Florida suggests a method for repro- 
ducing full-mouth roentgenographic 
negatives on a single photographic 
film. This method has the following 
advantages: 

1. More detail of the structures can 
be produced. 

2. Individual films cannot be lost 
or switched. 

3. The method simplifies mailing 
and filing. 

With regard to fading, if x-ray 
films are properly fixed in hypo-solu- 
tion, they will not fade any more 
than photographic films. 


Technique 
1.A printer makes a pasteboard film 
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mount in the desired size and style. 

2. The cut-out holes in this paste- 
board film mount or holder are 
backed with a black paper and the 
mount is photographed to secure a 
master pattern or mask. The photo- 
graphic negative of the master mask 
becomes the pattern upon which x- 
ray negatives are attached in posi- 
tion over the clear cut-out sections 
with transparent cellulose tape. 

3. By using direct copy photo- 
graphic film a contact print is made 
from the x-ray negatives held in po- 
sition on the master pattern. Direct 
copy film produces a negative from a 
negative. 

In the dark room the direct copy 
film is placed in contact with the 


master mask and attached x-ray 
negatives in position in a photo- 
graphic printing frame. The emulsion 
side of the master mask and x-ray 
negatives should not face the photo- 
graphic film as usual, but should be 
printed through the back so as not to 
reverse the image. The frame is closed 
and the exposure is made in the dark 
room, an electric light bulb being 
used about 2 feet from the printer's 
frame. 

4. Developing is done in old fash- 
ioned developing trays. 

The technique suggested here 


would be particularly useful in the 
practice of roentgenologists, in hos- 
pitals, and large clinics. 

432 Ingraham Building. 




























His Smile’s ‘‘OK’’ Now—but, what about the Future? 


In 1939 approximately 200,000 babies were born in the 
U. S. A.—all of them prospective dental patients. All 
of them dependent on the skill of you and your col- 
leagues for the preservation of their oral health. q With 
a CDX as your “third eye,”’ you can check the progress 
of the baby teeth as they come in. You can see behind 
them, in the maxillae, the beginnings of the permanent 
teeth. If these are not going to come into their proper 
places, straight and strong as they should, you can 
apply corrective measures. @ As a progressive modern 
dentist you owe it to your future patients—and certain- 
ly to your present ones—to be equipped with your own 
CDX. As a value-wise business man, you'll want to 
protect your x-ray investment. And to do that, do 
this: Fill in and mail the convenient coupon, today. 


WITHOUT OBLIGATION 





GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BiVvo. 


aad 


CHICAGO, WL., VU. S. A. 


Please send me my copy of the new CDX catalog 
which describes and illustrates the Wall, Floor, 
and Mobile Type CDX X-Ray Units. I’m also 
interested in having facts and figures about your 
convenient purchase plan. H44 


Name 


Address 








Dental Dealer 





(Or please use coupon on page 148) 
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OR your original and rebase impressions, 

KERR Impression Paste will flow readily into 
the most minute details of the mouth, and will 
set firmly in from three to five minutes. 
Used with a preliminary impression of KERR 
Compound, this Impression Paste enables you 
to quickly produce excellent results. 
KERR Impression Paste has a pleasant taste 
and color. It is sufficiently antiseptic to be 
used immediately after extractions. It may be 
worn in the denture for several days. Addi- 
tional material may be added after it has set. 
The simple KERR Impression Paste technique 
is illustrated by the five accompanying photo- 
graphic reproductions. 
Package includes Base Material, Accelerator- 
Hardener, Petroleum Jelly, Xylol and KERR 
Mixing Pad of cellophane-coated cards. 


Ask Your Dealer! 
KERR DENTAL MFG. CO., DETROIT 


KERR 


REG. U,S.PAT OFF 


Mixing materials with special 


KERR spatula. 


Applying the Paste to a KERR 
Compound impression. 


Finished impression. 


IMPRESSION 
PASTE 
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Countenances and Clothes .. 


Somewhere along the line every 
dentist has to decide whether to beard 
or not to beard. The beard adds grav- 
ity and the external signs of wisdom. 
This dilemma has confronted dentists 
and physicians for hundreds of years. 
A famous French obstetrician of the 
seventeenth century, Francois Mau- 
riceau, gives this advice: 

“He (the accoucheur) ought to 
have a pleasant countenance and to 
be as neat in his clothes as in his per- 
son, that the poor women who have 
need of him, be not affrighted at him. 
Some are of the opinion that a practi- 
tioner of this art ought, on the con- 
trary, to be slovenly, at least very 
careless, wearing a great beard, to 
prevent the occasion of the husband’s 
jealousy that sends for him. Truly 
some believe this policy augments 
their practice but ’tis fit they should 
be disabused; for such a posture and 
dress resembles more a butcher than 
a chirurgeon, whom the woman ap- 
prehends already too much, that he 
needs not such a disguise.” 

















Prevention Is the Theme... 


Almost everyone will agree that 
dentistry has done more to acquaint 
the American people with the advan- 
tages of prevention than has any 
other group. Now the lawyers have 
taken up the theme and are empha- 
sizing the importance of definite un- 
derstandings between contracting 
parties to prevent suits at law. The 





D> 








For effective mouth 


and throat cleansing 


edicinal in action but pleasing in taste 
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WOK LABORATORIES, Inc. 
‘THE ANTIDOLOR MFG. 
: COMPANY, Inc. 
170 Varick Street, New York, N. Y. 


Laboratories: 
Rensselaer & Springville, N. Y. 


NOVOCAIN AND COBEFRIN ARE REGISTERED 
TRADEMARRS OF WINTHROP CHEMICAL CO., INC. 
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VOU, Doctor- 
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Do You Mind? 


Ano, if you please, in the best of good nature? 

A recent survey, covering more than 3,000 aver- 
age dental patients, showed that in ten years thirty 
percent changed dentists because of dissatisfaction. 
Doesn't your own experience show that the outstand- 
ing cause of dissatisfaction is fear of pain? Do you 
invariably protect your patient’s comfort through 
proper pain control, utilizing all means including 
modern local anesthetics—especially for operative 
work, sensitive cavity-preparations? Why not try to 
hold down that thirty percent turnover insofar as 
your own experience is concerned? 

We repeat, why not try?—We ask it in all good 
nature, and because thousands of successful dentists 
now are using Novocain-Cobefrin routinely and so 
satisfactorily for sturdy men, squeamish, nervous 
women, and frightened children alike. 

Novocain-Cobefrin is sold under the trademarks 
Carpule and R. B. Waite. These are the hallmarks 
of carefully, scientifically compounded solutions, 
uniformly dependable. It is available in a form that 
makes it possible for you to prepare at the chair— 
quickly, safely and simply—a freshly alkalinized 
solution with a minimum pH of 7.3. No waste mo- 
tion, no tablets, no special equipment. 

If you are not using Novocain-Cobefrin already, 
why not specify either the Cook or Waite formula on 
your next order? The Cook solution is prepared in a 
normal saline vehicle —Waite solutions have a chem- 
ically compounded base. 
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re more efficient 
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he NARGRAF 


Quicker and Easier Anesthesia 


The Nargraf intermittent flow principle 
coordinates the flow of gas with the patient’s 
respiration. Gas is administered only on 
inspiration and is automatically cut off on 
exhalation. Thus whether the patient is a 
shallow, slow breather or breathes with a 
quick, deep rhythm, the Nargraf assures a 
steady flow of gas under unvarying pressure 
with every inhalation. 


Simplified Control 


The Nargraf is completely controlled by 
two adjustments. One mixing value controls 
the flow of both nitrous oxid and oxygen. 
Thus with one adjustment the operator is 
assured of a positive, unvarying mixture. 
Pressure is controlled by adjusting the 
pressure dial. With the Nargraf operating 
control is greatly simplified. 


Greater Economy 


The Nargraf intermittent flow eliminates 
the waste of gas between inhalations. This 
economy factor has resulted in a saving of 
as high as 504% in gas consumption. 


Greater Operating Efficiency 

The Nargraf actually breathes with the 
patient, coordinating the flow of gas with 
every change in the breathing rate. Thus, 
relieving the operator of the necessity of 
making adjustments to every change in the 
patient’s respiration. 

For Anesthesia or Analgesia 


In addition to providing the most efficient 
and economical means for anesthesia, the 
Nargraf can be equipped with a patient 
control bulb for the administration of 
patient controlled analgesia. 


These are only a few of the reasons 
why the Nargraf has made it easier 
for the dentist to avail himself of the 
many advantages of gas anesthesia 
and analgesia. Return the coupon on 
page 148 for the complete Nargraf 

ook. It will involve no obligation. 


McKesson Appliance Co., Toledo, Ohio 
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financial people likewise are stressing 
the need for careful credit investiga- 
tion to prevent credit losses—better 
to find out in advance whether a per- 
son can pay than to try to collect later. 
Dentists might well combine their 
theory of preventive dentistry with 
prevention of financial loss. 


Specialist ties 


“The specialist has been defined as 
a doctor who has his patients trained 
to be sick only during office hours.” 
(From EARLY DAYS OF THE MEDICAL CaA- 
REER by Frederick Damrau, M.D., New 
York). 


Tags... 


Our under-cover operatives have 
disclosed new evidence for our cam- 
paign against asinine and meaning- 
less degrees hung after dentists’ 
names. In a single short announce- 
ment in a recent issue of a dental 
journal the following believe-it-or- 
not appears: 

“A paper entitled ‘Acute Infections 
of the Face and Neck’ will be pre- 


sented by —— ——, D.DS., F.LC.A., 
F.A.C.D. The discussion will be opened 
by —— —, D.DS., F.1.C.A., F.A.A. 
D.S.M....— —, D.DS., F.LC.A., 


F.A.A.D.S.M. will clinic on oral sur- 
gery in practical demonstration.” 

In the evolution of professional de- 
erees the first ones were designated 
by two-letter abbreviations; then the 
dental degree was added with three 
letters; finally, the so-called honorary 
societies came into being with four 
letters. At the present stage of devo- 
lution, some have begun to string six 
letters after a name, which is carry- 
ing it a bit too far. 


War Letter... 


The following letter was recently 
received from the French publication 
L’Information Dentaire: 

“War conditions have rendered the 
publication of dental magazines in 
France extremely difficult, but in view 
of the fact that ours is the only weekly 
and that we have by far the largest 
circulation (subscribers total about 
80 per cent of the profession), we 
have decided that it was our duty— 
despite these difficulties—to continue 
appearing every week without any 
interruption and to do so on a strictly 
cooperative basis, extending hospi- 
tality free cf any charge of future 
commitment to all cther French den- 
tal journals who are unable to con- 
tinue during the war. 

“No profits will be accepted by the 
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“Don't Worry, Jane, I'll do 
Justice to Your Dinner!” 


“Now that I have my new plates 
from Dr. Brown, I don’t take a back 
seat for anybody when it comes to 
eating.” 

Here’s a thoroughly successful case 
—the kind Kelly’s Paste has helped 
produce by thousands each year. It’s 
the result of sound method, skillful 
hands and this proved material for as- 
suring SUPERIOR ADAPTATION. 


Helps Do Away With 
The Grief of Misfit 
Misfit largely disappears when 
Kelly’s Paste is used as a corrective 
medium. There’s no need to resort to 
guesswork because impression details 
were inaccurate or lost through break- 
age. And if the first impression is not 
perfect, it can easily be corrected by 
adding more paste and re-seating in 
the mouth. 


Simple and Easy to Use 

Kelly’s Paste comes in two tubes— 
one a red “base,” the other a white 
“hardener”. The openings of the tubes 
are of different sizes, so that by squeez- 
ing equal lengths of each you auto- 
matically get the correct proportion. 
A few strokes of the spatula and the 
creamy pink mixture is ready to use. 


Perfects Any Impression 

Snap impression, waxed-up case, ill- 
fitting denture—wherever an impres- 
sion is taken or you want to register 
upon a surface correctly every detail 
of the soft mouth tissue, Kelly’s Paste 
does the job quickly, simply, com- 
fortably. 

Why not order a package from your 
dealer, $2.50, and find out, first hand, 
what big improvements it makes in all 
impression work? If for any reason 
you are not satisfied, return the pack- 
age for full credit. Kelly-Burroughs 
Laboratory, Inc., 143 N. Wabash Ave., 
Chicago, Ill. 


“KELLY’S PASTE” 





(For full information with suggested 
technics send coupon, page 148) 
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It speaks well for VINCE that many a prescriber first learned 
of this oral antiseptic by word of mouth. One dentist sees an- 
other and when they get around to talking “shop,” Vince 
enters into the conversation. If one is unfamiliar with the 
preparation, the other will urge him to try it. If both are con- 
firmed users, they compare notes on the various uses to which 
they put Vince. Most dentists use Vince as an all-round oral 
antiseptic. They prescribe it as a routine mouthwash and gargle; 
suggest its use in keeping dentures and appliances clean; use it 


as an aid in the treatment of Vincent’s and other infections. 


You, too, can learn of the acknowledged suitability of Vince 
for these purposes. A trial quantity will be gladly sent you. 
Please write your request on your letterhead. Vince is supplied 
in tins of 2, 5 and 16 ounces. 


Vince Laboratories, Inc., 121 West 18th Street, New York City 


(Please use coupon on page 149) 
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Ames Duplex Package 
contains two $3.00 
items—sells for $5.00 


@ Toughness to resist lateral stresses and reten- 
tivity to the tooth or metal surfaces are two of the 
outstanding characteristics that make Ames Crown 
and Bridge Cement the choice of those in the pro- 
fession on whom study and experience have be- 
stowed leadership. Leading dealers will gladly sell 
you Ames Cements. The W. V-B. Ames Company, 
Fremont, Ohio. 


AMES penta cements 





Price 
reduced 
to 40c 





A hit at its old price of 60c, the Tite 
Grip Napkin Holder should be a 
sensation at the new price of only 40c. 











It’s made of metal throughout; chrome 
plated and polished. It can be easily 
(fy sterilized. Clasps hold the napkin firm- 
ly without slipping or tearing. It is 


distinctly a dental napkin holder .. . 


far superior in every way to the ordi- 


MANUFACTURING CO., 


BUFFALO, NW. YV., U.S. A. 


nary types. Remember, now only 40c 





at your dealers. 
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owners of L’Information Dentaire and 
no salaries will be accepted by the 
management or editorial staff. The 
magazine will furthermore be sent 
free of charge to all dentists who are 
mobilized at the front or in base hos- 
pitals. 

“In order to be able to carry on and 
fulfil! our program efficiently, we need 
all the subscriptions that we can pos- 
sibly obtain. We therefore appeal to 
your readers to send us a subscription 
for 1940. The price of the annual sub- 
scription is 150 francs or three dollars 
in American currency. Checks or in- 
ternational money orders should be 
made payable to L’Information Den- 
taire, 16 rue Vignon, Paris (9), 
France.” | 


War Warning... 

A recent issue of Life magazine re- 
produced a series of England’s “hush” 
posters in which the face of Hitler, 
symbolizing the Nazi spy, was found 
to be lurking everywhere. Because 
walls have ears, Hitler is found even 
in the design of the wallpaper. One 
of the posters representing careless 
talk in a tavern was brought home to 
us more poignantly with the arrival 
of the March issue of the Dental 
Gazette: Official Organ of the Public 
Dental Service Association, published 
in London. Beneath the outer wrap- 
ping of this English magazine was 
a Warning circular, topped with the 
Royal Crown: “Thousands of lives 
were lost in the last war because valu- 
able information was given away to 
the enemy through careless talk. Be 
on your guard.” Tucked between the 
pages of the magazine was the tavern 
poster in color: “Be careful what you 
say and where you say it” with Hitler 
leering out of jugs, mugs, bottles, beer 
glasses, and beer foam. 


Ghastly Statistics ... More 

Warnings About Carelessness 

A recent booklet, Smasu Hits, an- 
alyzes automobile accidents in the 
United States for the year 1939. Den- 
tists as automobile drivers should file 
these figures in their minds: ‘Exceed- 
ing the speed limit was responsible for 
36.5 per cent of the fatalities and 22.5 
per cent of the injuries in 1939. Nearly 
40 per cent of all traffic accident vic- 
tims were pedestrians. Almost 87 per 
cent of the fatal accidents occurred 
in clear weather and almost 80 per 
cent happened when the road surface 
was dry. More than 93 per cent of the 
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TYPES OF PENCILS 


DY cantenncegennceeeébene Mongol No. 867 
te athides ont wewenewele Mengol No. 819 
EE nas irae aemne son oo een Mongol No. 866 
Pe ies ates bhenweene tune Mongol No. 865 
ec iten tonnes eens eoed Castell No. 40 
0 SS ee eee eee Castell No. 57 


Mongol pencils are made by Eberhard Faber; 
Castell by A. W. Faber. 


SUGGESTED SYMBOLS 


Each dentist may develop his own system 
of symbols but the following specific 
markings have been found simple and 
adequate: 


Soft Lead Pencil— (a) Porcelain fillings are indi- 
cated by a pencil outline. 

(b) Porcelain jacket crowns and bridges are shown 
by cross-hatching with lead pencil across the 
corresponding tooth or teeth on the chart. 


(c) Missing teeth are blocked out with a soft lead 
pencil. 


(d) Abrasions are represented with soft lead 
pencil. 


Sue Panett (a) Cavities are indicated with blue 
neil, 


(b) Advisable restorations are demonstrated with 
blue pencil. 


Red Pencil—(a) A red line is used to indicate 
the presence of a root canal filling. 


(b) A red outline shows the presence and position 
of an impacted tooth. 


(c) a pencil is used to represent pulp involve- 
ment. 


(d) A red ““X” is made across a tooth to indicate 
that its extraction has been advised. 


(e) Pyorrhea pockets are represented in red along 
the crest of the alveolar ridge (and a notation is 
made at the bottom of the chart if extensive 
gingivitis is present). 


1. The Ryan Examination and Treatment Record may be had in pads 
of fifty charts each. These pads fit conveniently in a standard 9% by 11% 
inch loose-leaf notebook which may be purchased at a five-and-ten cent 
or variety store. 


2. Alphabetical dividers may be made by using a ten cent package of 
plain white paper of the same size as the charts with holes punched at the 
same distances, and a fifteen cent box of alphabetical index tabs. The holes 
are reinforced. 


3. It is a good plan to keep a blank sheet of paper between the charts to 
prevent possible smearing of crayon or pencil markings; but this is not 
essential. 


4. A fresh pad of charts may be kept ready for use in back of the notebook 
of active records. 


5. The various types of restorations and their location in a particular 
mouth are shown with the use of polychrome pencils—gray, for amalgam; 
deep yellow, for gold. White pencil does not show up very well; consequent- 
ly, porcelain may be indicated with soft lead pencil outlines or cross- 
hatching. 


6. Spaces provided beside the quadrants with numbers corresponding to 
the teeth permit special notations concerning each tooth. As treatment 
progresses the blue markings indicating needed dentistry are erased, and 
the nature, location, and date of placement of each new restoration are 
recorded. Additional clinical notations are made if necessary in the space 
provided for that purpose below the chart itself. 


7. It is essential to be consistent in any system of symbols or markings 
developed. To insure consistency, it is well to have a key page in the front 
of the notebook. 


8. The exact record of conditions found in the average patient’s mouth at 
the original examination can be completed in fifteen or twenty minutes, 
and the time it takes to keep a chart up to date is negligible. 


9. When a chart is completed the necessary data (name, address, tele- 
phone, reference, estimate, and terms) are typewritten in the spaces provid- 
ed at the top of the record. The date of the original examination is also re- 
corded in order that the treatment dates (as shown in the quadrants at the 
sides of the chart ) will be recognized as subsequent to the date of the original 
examination. 


10. Provision is made on the back of the chart for bookkeeping recordse 
This is merely for the convenience of dentists who wish to keep all records 
together, but may be ignored by dentists who have a satisfactory book- 
keeping system which they need not and do not wish to discard. The Ryan 
Examination and Treatment Record may be employed as an additional or 
supplementary record to any established method of record-keeping dentists 
may have. 


11. Although the Ryan Examination and Treatment Record was designed 
for the dentist’s own convenience in his practice, the charts have been found 
to have a definite informative value in explaining conditions to patients. 
The charts are also particularly helpful in reporting dental conditions of 
patients to cooperating physicians. 
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THE DENTAL DIGEST, 1005 LIBERTY AVE., PITTSBURGH, PA. 


Here is $1.00. Please send me a pad of 50 Ryan Examination and Treatment Record 
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If you have not ordered 
your charts, clip the cou- 


pon, and mail with a dol- 
lar bill. 








(Or please use coupon on page 149) 
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The WAPPLER Elechre Dental SCALPEL 


PROVIDES TISSUE-CUTTING, hemostatic and electro-coagulating 
currents of correct characteristics in instances of gingival infection 
where either excision with the electric scalpel or electro-coagulation 
is indicated. Generating both electro-coagulating currents as 
required in the control of pyorrhea and tissue cutting currents for 
excision of diseased tissues with minimal bleeding, the Wappler 
Electro Dental Scalpel combines with these basic modalities a 
unique design permitting their application for all dental surgery. 


PROGRESSIVE DENTISTS 


Everywhere are adopting electrosurgical methods (electric cut- 

ting and electro-coagulation ) because of its manifest advantages 

over the scalpel. Briefly enumerated these advantages are:* 

1, Destruction of diseased 
tissues in situ. 

2. Less tissue manipulation. 


3. Complete sterilization. 
4. Bloodless operating field. 





DeLuxe 


MODEL 


5. No wiping or aspirating. 
6. More rapid healing. 
7. Soft scar formation. 


8. Speed. 
GINGIVAL TISSUE EXCISED WITH; LESS TRAUMA 


With the electric scalpel, diseased gingival tissue may be excised with less trauma than with 
the scalpel without noticeable sear and almost complete absence of bleeding. With the Wappler 
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WRITE FOR force or pressure. The handpiece is t 
simply guided. pins —_— 
ericoronal infections 
DESCRIPTIVE LITERATURE In addition to its uses in* major Overhanging or hyper- attachments 
oral surgery the electric scalpel is plastic tissue tuberosities 
AND indicated in such cases as......... —- interproximal in socket 
papiiae in tissue 
REPRINTS 


Electro Dental Scalpel the tissues are parted or severed by the electrode without application of 













*Zimmer, Morris A., D.D.S., “The Radio Knife in Dentisiry’’ Dental Survey, July, 1936. 
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AMERICAN CYSTOSCOPE MAKERS. Inc. 


1241 LAFAYETTE AVENUE 


FREDERiCK C. WAPPLER, President 


NEW YORK, U. S. A. 














€ CONSIDER THIS 
ACHIEVEMENT! 


The ORTHOLATOR 


the only proved dental radio- 
graphic angulating device based 
upon the recently established 
crown-root angle principle, in- 
sures accuracy of angulation 


drivers involved in fatal accidents 
were male and less than 7 per cent 
female. More persons were killed 
on Sunday than on any other day of 
the week, while the heaviest injury 
toll came on Saturday. Wednesday 
was the safest day for travel. The pe- 
riod between 7 p. m. and 8 p. m. was 
the most dangerous hour of the day.” 

Somewhere going through western 
New York there appears in a New 
York Central railroad yard this 
theme: “A moment of carelessness 
may mean a lifetime of regret.” 


this magazine, and Jerry Timmons, 
former dean of the University of In- 
diana School of Dentistry, now of the 
staff of the American Dental Asso- 
ciation. Jerry tells the story of an 
exploded miner and mimics a pro- 
nounced loss of the facial vertical di- 
mension. 


In Washington... 

Luncheon with Dentist - Senator 
Shipstead. Dean William F. Lasby and 
C. E. Rudolph of the University of 
Minnesota were the Senator’s other 


ROUTINELY AUTO- ; dentist-visitors that day. It isn’t often 
MATICALLY. Scratches From a Meeting . . | that the thrill comes to a dentist to 

, , At the opening session of the Balti- | sit in the gallery of the United States 
Practical for all teeth . . . in 


mouths of widely varying shapes. 


Will accommodate any stand- 
ard make of dental film. May 
be used with any standard 
x-ray apparatus. 


Saves time and money. 


Ask your dealer 


BARD-PARKER CO. 
INC, 


Danbury Connecticut 











The Dental Digest 


more Centenary the Mayor of Balti- 
more, Mr. Howard W. Jackson, showed 
an unusual consideration for his audi- 
ence. As he began a long recitation of 
dates, he said, “If you get tired of lis- 
tening to these figures, shuffle your 
feet and I'll stop.” 

At an extremely informal gather- 
ing of deans were Crawford of Indi- 
ana, Viner of Creighton, Murray of 
Georgetown, Hinds of Baylor, Tiblier 
of Loyola of the South, Ralph Ed- 
wards, professor of oral surgery at 
Kansas City-Western Dental College 
and candid critic and good friend of 





Senate and see one of his colleagues 
presiding. During the debate on the 
Farm Bill, participated in by Senators 
LaFollette, Vandenberg, Ashhurst, 
and Pittman, Senator Shipstead be- 
comingly occupied the ruling chair. 


Sidewalks of New York... 


With Mass, the publisher of this 
magazine, and Sam Stanley, our east- 
ern manager, at the Exhibit of Mod- 
ern Art where Mass classifies some of 
the works as The Spirit of Gingivitis. 
One of us, as a visiting fireman, later 

(Continued on page 150) 
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Harry J. BOSworTH Co. 
1315 S. MICHIGAN AVE., CHICAGO, ILL. 


Please send sample of Plastogum. 
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See third cover D.D.4 


VERNON-BENSHOFF Co. 
RIDGE AVE., N.S., PITTSBURGH, PA. 


Please send information concerning 
Vernonite. 


Se@eseoeceoeoeaoegeeeeseeeesceoeqeece@eseeeaeeeoeeceoce@edt@esd @& 
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(CORE-GAP CO-RE-G& 


THE PERFECT ADHESIVE FOR DENTURES Dr. 


NEW DENTURES...co-re-ca 


not only acts as a cushion be- 
tween the denture and the soft 
tissues of the supporting area, 
thus minimizing the possibility 
of irritation or sore spots, but 
creates immediate 


PLEASE SEND FREE SAMPLES FOR 


“eM 














PATIENTS 





DOCTOR ! 















COREGA CHEMICAL COMPANY 
208 ST. CLAIR AVE., N. W. 


-—— 





CLEVELAND, OHIO 





CO-RE-GA us not advertised to the publi 
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VINCE LABORATORIES, INC. 
121 West 18TH St., NEw YorxK City 


Please send trial supply of Vince. 
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AMERICAN CYSTOSCOPE MAKERS, INC. 
1241 LAFAYETTE AVE., NEW YORK CITY 


Please send information concerning 
the Wappler Electro Dental Scalpel. 


Address 


Dealer 
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THE DENTAL DIGEST 
1005 LIBERTY AVE., PITTSBURGH, PA. 


Here is $1.00. Please send a pad of 50 
Ryan Examination and Treatment Rec- 
ord Blanks. 
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See page 148 


WILMOT CASTLE Co. 
1109 UNIVERSITY AVE., ROCHESTER, N. Y. 


Please send information concerning 
the Castle Model 50. 
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Nates on the Cuff 


(Continued from page 146) 


presents his credentials to pass 
through the police lines for a big up- 
town fire. 

Through the good offices of Carie- 
ton Simon, criminologist of the New 
York State Association of Chiefs of 
Police and former deputy commis- 
sioner of New York Police, we attend 
the radio performance of Gang Bust- 
ers. This is the kind of program at 
which no more than six or eight spec- 
tators are permitted. The intensity of 
the actors, the tyranny of the clock, 
the dexterity of the sound makers and 
the skill of the sound engineers, and 
the coordinating ability of the direc- 
tors—these are points of appreciation 
seldom recognized by the _ radio 





PLEASE DO NOT OVERLOOK IMPORTANT 


ANNOUNCEMENT ON SECOND COVER AND ease 

PAGE 115. PERHAPS YOU ARE ONE OE THE With Weary Feet on to 
DENTISTS WHO HAVE REQUESTED THIS Scranton... 

NEW EDITION. After a talk before the Lackawanna 


County District Dental Society in 
Scranton, escorted to the train at 1:30 
A. M., not by one or two but by six 
dental stalwarts: Saul Levy, Davis, 
McWilliams, Kennedy, Manley, and 
Burns. I have known many efficient 
reception committees, but never such 

a strong and active farewell com- 
* mittee.—E. J. R. 








George B. Winter, the illustrious 
oral surgeon, whose home was 
St. Louis, but whose influence was 
throughout the world, died unex- 
pectedly on March twenty- . 
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